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Significance of the Study-
Rehabilitation is recognized as a necessary process for all indi¬
viduals vjho, for some reason, that of blindness or others, lack the
ability to function harmoniously in the socio-cultural and economic
strata of their environment. That is, the rehabili-tation process -mould
be necessary for their development of the abili-ty to live a normal life,
void of emotional friction, in their community.
Elledge, Voorhees, Gellman, and Dauterman support the ideas that
rehabilitation should be a process aimed at restoring all handicapped
persons to their fullest physical, economic, men-tal, social and voca-
tional usefulness. This idea, ho-wever, has not been readily trans¬
ferred to the rehabilitation of the blindj and if Kessler’s appraisal
of society's attitude to-mard the blind is valid, it is not likely that
the trend of rehabili-tation toward restoring the handicapped person to
the highest level of productivity, giving consideration to all of the
facets of his life situation, will readily permeate blind-rehabilitation
programs. In his book on Rehabili-tation of the Physically Handicapped,
he described society's attitude toward the blind as a fixed and rigid
^Carolyn Elledge, The Rehabili-tation of the Patient (Philadelphia,
19i|^), p. 2j William Gellman, "The Role of Vocational Guidance in Coun¬
seling Youth," The School Review (l&rch, P» 157i Arthur L.
Voorhees, "Counseling the Blind," The Vocational Guidance Quarterly, III
(Winter, l93h-55), P- 55.
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formula of action which tended to force the blind toward institutionali-
X •
zation.
Voorhees also indicated that rehabilitation of the blind would
require individualization of the problems of the blind, and consideration
of the blind as normal people who lack eyesight.
The blind, except for about 10 percent who never had their
sight, come from the ranks of the seeing. Therefore, they pos¬
sess the same basic drives, desires, and needs as they did before
they lost their sight...it would be just as necessary to develop
within the blind client the same basic understanding of his
desires, attitudes and interests, as it would be if he could see.
Successful rehabilitation would depend upon at least two factors:
“is what the individual needs within his reach, and if so, can he reach
for it...”^
It was expected that a study of a conteraporaiy rehabilitation program
for the blind would help to determine whether or not rehabilitation for the
blind was still concerned with standardized services to the blind, and if
it tended to force the blind toward institutionalization. Some indication
of the extent to which society had modified its attitude toward the blind
and its conception of their needs would be shown in a description of the
techniques, resources, and philosophy of training the blind at Tuskegee
Veterans Administration Hospital.
The study would also show what use was made of casework services to
^Henry H. Kessler, Rehabilitation of the Physically Ifendicapped
(New York, \9kl)» P- 129»
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Arthur L. Voorhees, op. cit.
3
Carolyn Elledge, op. cit.
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the blind in connection with their rehabilitation process, since, accord¬
ing to current literature, social work should have a definite role in the
rehabilitation of blind patients. Casework services would include:
...recognizing the individual's tmique needs and reactions in relation
to the eye problem, his right to make decisions and participate
actively in the treatment recommendations. The social worker
would collaborate with the doctor and other hospital staff mem¬
bers toward providing the best service to the patient.!
Follow-up and interpretation would be other aspects of casework serv¬
ices toward helping the blind to see the positive factors and strengths
which remain with him and the processes through which they could be further
developed.
Purposes of the Study
The purposes of this study are twofold: (1) to describe the reha¬
bilitation program for the blind at Tuskegee Veterans Administration
Hospital, and (2) to indicate the role of the social worker in helping
to rehabilitate blind patients.
Ifethod of Procedure
The study included all blind patients who had been known to the
Blind Center at Tuskegee Veterans Administration Hospital from July 1,
195s through Jantiary 1, 1959 •
The clinical record of each patient was examined to ascertain whether
or not relatives had been known to Social Work Service during the past
five years and for obtaining identifying information about each patient
(such as age, sex, home state).
^Laura J. Henrich, '’tfedical Social Work with Eye Patients," The New
Outlook for the Blind, LI (February, 1957)> p» 69.
The Chief Instructor and the Assistant Chief Instructor of the Blind
Center were interviewed by the investigator for inforiuation concerning
the purpose, objective, and philosophy within which the rehabilitation
program operates. The non-directive method of interviewing was used.
Copies of the most recent job-descriptions filed by the staff workers
of the Blind Center with the hospital's Department of Personnel were also
used to indicate the services which were being rendered by the Center, and
the responsibilities of the instructors of the blind.
Scope and Limitations
Since, for the most part, the patients who were being studied were
neuropsychiatric patients, interviewing was necessarily limited to
workers in the Blind Center.
No written description or explanation of the Blind Center's philoso¬
phy and policies was available, except workers' job-descriptions.
Since the study was concerned with comparing the present rehabilitation
program for the blind with modern concepts of the trend of rehabilitation,
the Blind Center was not described historically. Rather, a description
was given of the present services provided by the Center for the rehabili¬
tation of blind veterans.
The study was limited to showing some of the characteristics of
blind, Negro males, most of whom were residents of Alabama, and most of
whom were aged, neuropsychiatric patients.
The study had to be made within a six-month period. However, the
time limit did not present restrictions to the thoroughness of the inves¬
tigation as much as the characteristics of the patients.
Limited experience of the investigator and possible subjectivity of
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informants mere recognized as potential limitations to the study -while
it -was iinder preparation. These adverse possibilities -were offset in
the following ways: (l) by securing the help of two other persons in
the agency who were more experienced in making scientific studies to
critically evaluate the research design; (2) by letting it be known that
names of instructors were not important to the validity of the study, and
that they would not be used -without their permission.
CHAPTER II
DESCRIPTION OF THE HOSPITAL
The Tuskegee Veterans Administration Hospital has offered medical,
surgical, and neuropsychiatric treatment to veterans since it "was opened
in 1923. Mostly neuropsychiatric in the nature of its services, the
hospital makes use of 2$ wards, more than 2,000 beds, and more than l,i4.00
employees in rendering services to from 1,200 to more than 2,000 patients.
Other than by transfer, patients may be admitted on the basis of
information on a Form lO-P-10 which contains a medical and/or a psychiatric
evaluation. According to the information on the form, the veteran may be
accepted, rejected, or placed on a waiting list. A veteran would be
rejected only if it was not medically or legally feasible to treat him.
If his condition was not emergent and the bed space was limited, the
veteran would be placed on a waiting list until such time as when there
would be available space. ¥Rien he has been admitted, the patient is
assigned to a ward on medical, surgical, neuropsychiatric, or neurologi-
, . 1cal service.
The General Jfedical and Surgical Service is responsible for treat¬
ment of the physical illnesses of patients. ”It also offers medical
patients instruction in dietary habits, and makes referrals to other
departments for additional services such as surgery, rehabilitation
2
assignments, and casework services.”
^ssie D. Morgan, et al., '‘Social Service Ifeinual” (Veterans Adminis¬
tration Hospital of Tuskegee, Alabama Staff Publication, pp. 1-2.
(Mimeographed.)
p
Joan E. Farris, "A Social Adjustment Study of Tisenty-Five Patients
Treated for Gastrointestinal Disturbances” (Unpublished Ifeister's thesis.
Department of Social Work, Atlanta University, 1957)> P» 10 •
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The Acute Intensive Treatment Service, Neurology Service, and Con¬
tinued Treatment Service are branches of the Nettropsychiatric Service.
Usually the patient is first sent to the Acute Intensive Treatment Service
after admission. Afterwards, if the medical staff determines that the
patient’s condition is chronic and unimproved, he is transferred to
another of the psychiatric services.
Nurses and nursing assistants work on the medical and psychiatric
services, rendering nursing and custodial care to patients.
Special Seinrices is the department that is responsible for all
patient recreation and entertainment. Sports, dances, movies, ward
parties, and a special library for patients are examples of the projects
sponsored by Special Services.
The Chaplaincy Service ne-kes available religious services to
Xsatients in the hospital, and offers spirittial comfort to patients and
their families during times of death or other stressful periods.
Clinical Psychology Service participates in the diagnosis and treat¬
ment of patients by conducting psychometric tests and measurements to a
variety of mental and nervous conditions. It also participates in the
rehabilitation of patients who have problems concerning employment, ttirough
the application of psychological principles toward the evaluation, coun¬
seling, and placement of such patients on a consultation basis.
The Veterans Administration clinical social worker is expected to
utilize standard casework procedures in helping the hospital to provide
the best possible treatment for all patients. This includes discovering,
defining, and treating social problems, especially those which are known
to be interfering with the patient's mental and/or physical functioning.
g
Dijring the process of enabling the patient to solve a problem, the social
Yiorker may -work "with physicians, the patient, various divisions and mem¬
bers of other hospital departments, the family, and other social agencies
which are not affiliated with Veterans Administration. Services may be
concrete (as referring the patients for financial assistance to ease a
socio-economic problem), or it may involve giving help with personal
and/or emotional problems.
Patients from all hospital treatment services may receive additional
service through the Department of Physical Medicine and Rehabilitation
upon the recommendation of a ward physician or the clinical psychologist
who serves as a ward administrator. According to the request, the
patient may be assigned to Physical Therapy, Corrective Therapy, Educa¬
tional Therapy, Occupational Therapy, or Manual Arts Therapy. These
services are provided for both the medical and neuropsychiatric patients
in training or retraining their physical, vocational, or intellectiial
potential for making a sustained adjustment after discharge. Rehabili¬
tation for blind veterans is another of the services afforded by the
Physical Medicine and Rehabilitation Service. The program is broad enough
to include patients with physical and mental conditions whose prognoses
range from mild disability to severe permanent and total disabilities.
1'b.ny patients, some of whom are crippled, paralyzed, mentally deranged,
tuberculoTis, or blind, are benefited by the hospital's rehabilitation
program.
The Tuskegee Veterans Administration Hospital is the fourth largest
Veterans Administration Hospital in the nation. It is located on 290
acres of land approximately two miles northwest of the city of Tuskegee,
9
Alabanfl.^
Fiilly accredited for residency training programs in oral stirgery
general surgery, ophthamology, psychiatry, medicine and radiology,
the hospital also offers affiliated training in social work, cor¬
rective therapy, dietetics, psychiatric nursing, and hospital
recreation. In addition, mary students working toward Ph.D.'s
in psychology come here.
Not only medical care, but also the rehabilitation, resociali¬
zation, and education of patients receive special attention at
the Tuskegee Hospital.
The hospital operates under the supervision of the Veterans Administra¬
tion Area Ifedical Office, Atlanta, Georgia, which is supervised by the
Department of Medicine and Surgery at the Veterans Administration Central
Office in Y/ashington, D. C.






The Blind Center is a part of the Pl:^sical Ifedicine and Rehabilitation
Service, one of the largest clinical -units at the Tuskegee Veterans Adminis¬
tration Hospital. The Center has three instructors in addition to the Chief
Instructor and the Assistant Chief Instructor, -who have administrative duties
along -with the responsibility of instructing certain rehabilitation courses.
The other three -workers are responsible for instructing the blind -with such
subjects as braille reading and -writing, long-cane traveling, and arithmetic,




■5*As indicated, the rehablli-tation program for the
blind is a professional service which the hospital offers
to veterans who have been admitted for medical or neuro¬
psychiatric treatment. The service is available to any
patient who needs and is willing to accept services.
10
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The Chief of Physical Ifedicine and Rehabilitation Service, and the
Chief Instructor for the Blind Center are mainly responsible for periodic
evaluation of the Blind Center, for revision of services, assignment of
patients, and assignment of workers, iiich of the evaluation process is
based upon prevailing needs of the patients as evidenced by monthly, bi¬
monthly, quarterly and annual progress reports, which are kept on each
patient.
Initially, the patient's rehabilitation process is determined by his
expressed interest and his suitability for training as indicated by voca¬
tional and psychological testing. This process takes into consideration
the patient's age, educational level, physical and mental limitations, and
areas of interest. Should test resiilts indicate that the patient is capable
of functioning in the vocational training program toward resuming gainful
employment, he would be assigned courses pertaining to his area of interest.
Each patient's progress reports, which are kept daily, are compiled
bi-monthly to determine if the patient has been functioning adequately in
all phases of the training process. These reports are also used by the
Rehabilitation Board when it convenes monthly for the purpose of suggesting
suitable training placements, or determining whether or not a patient's
progress record indicates readiness to pursue an additional assignment or a
more complex training process.
Patients are presented in staff meetings for the following reasons:
(1) to consider the patient's request for other assignments^ (2) for con¬
sideration of an instructor's observation that the patient has shown either
poor or accelerated progress; (3) when the length of time which a patient has
spent in a placement would warrant an evalmtion of his total progress.
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The hospital’s total rehabilitation program, which is inclusive of
the rehabilitation program for the blind, operates on the principle that
every patient can be helped "by taking whatever he has, training it, or
retraining it to better his circumstances."^ The services are planned and
evaluated periodically by Physical Ifedlcine and Rehabilitation Service so
that adjustment of the program through extension or revision of services can
be made whenever the change is practicable.
The Center's five staff workers help the blind to adjust to their blind¬
ness through the use of crafts, sports, physical exercises, braille, arts,
pre-vocational training (when feasible) and counseling, with emphasis being
placed upon the individual's personal and social adjustment.
At the hospital.
The extent to which mental patients, and others are trained to
re-enter civilian life is manifest in the varied rehabilitation
and social programs the hospital offers. These include physical
therapy, occupational therapy, educational therapy, manual arts
therapy, and blind rehabilitation.
Patients are taught such crafts as woodwork, leathercraft,
weaving, knitting, radio and television repair, and shoe repair.
All patients who take advantage of the Blind Center's rehabilitation
program have first been admitted to some other medical or neuropsychiatric
service; and the length of time which they spend in the Blind Center is
determined by the length of time needed for them to complete their treatment.
Orientation and Adjustment of the Blind
The length of the orientation period depends upon the extent to which
Interview with Alfred D. Brooks (Assistant Chief Instructor, Blind
Center, Tuskegee Veterans Administration Hospital, Tuskegee, Alabama,
January 2, 1959)•
^"VA Hospital Small City," op. cit.
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the patient feels adequate or inadequate to function, as well as on his
learning capacity. One of the goals of the rehabilitation program is to
enhance the mental attitude of blind patients by helping them to acquire
more incentive to live, and to live without too much mental stress. The
accomplishment of this goal is usually dependent upon how successful the
rehabilitation process has been in helping the patient to overcome the
frustrations of his handicap, so that he would feel more secure with him¬
self. Especially are the newly-blind patients frequently withdrawn, and
lacking in self-esteem, therefore:
It is usually necessary to help the blind to ameliorate social and
emotional problems. For example, the newly-blind often want to
sleep a lot, which is their way of refusing to work through the
frustrations presented by their handicap. Therefore, all of the
activities in the Blind Center are planned so that patients are
helped early to develop feelings of independence and security with
their handicaps.’^
It was recognized that many of the blind find it easier to associate
with other blind people, since in such a situation they are not faced with
the tensions which might be present for them when they are placed in a
group with sighted persons. In view of this tendency, there was some specu¬
lation that perhaps the well-adjusted patient in the Blind Center might not
be found to be as well-adjusted back in his home and commxmity, since a
greater part of his activities is with other blind persons while he is in
the hospital, Ifllhile this might be true, it was also felt that there was
Tinquestionable value in the organized social activities provided for the
2
blind toward helping them adjust outside of the hospital.
^Interview vfith Alfred D. Brooks (Assistant Chief Instructor, Blind





After having been referred to the Blind Center by the -nard physician
or from evaluation staff meetings, patients are helped to become acquainted
with their surroundings. Instrumental to this process is the skill of foot
travel which includes helping the blind to develop their kinesthetic sense
(keen awareness of the relationship of the terrain to the feet and to loca¬
tions of buildings and other surroimdings). Although foot travel is of
practical value to the blind, once the skill is acq-uired, it also serves as
an initial aid to the patient toward feeling more secure and similar to his
sighted associates. With the use of the long-cane, the blind person's loco¬
motion is restored; in addition, he gains more confidence in himself as he
learns to travel from one place to another, outdoors and inside the hospital.
Another part of the rehabilitation process is concerned with helping
the blind to develop their tactual senses. Patients learn to distinqiiish
between denominations of money, to use a braille watch, and to locate fallen
objects. In addition, they are taught to eat unassisted by using the clock
system. In employing this system, the individual learns to remember the
location of his cup, saucer, silverware, napkin and food items, by their
relationship to each other in position on a clockwise basis.^
The patient is observed all along, and the observations are recorded
so that the patient's progress may be noted at intervals. Progress reports
are used as a basis for evaluation of the patient's adjustment and are
referred to by the doctor and other members of the rehabilitation team when
they meet monthly to evaluate the activities in which the patient has been
^Ibid.
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engaged. In this -way not only can the patient's individual strengths be
eval\iated, but this method is also used to devise new methods and techniques
of working with the blind when the need is indicated. The type of problems
faced by the blind patient requires that the rehabilitation process assume
a general frame, which acquires a more specific design when it has been









a. Use of canes
b. Use of landmarks





d. Use of talking books
e. Lectures
f. Attendance at group discussions
g. Opportunity to lead group discussions





c. Placement in appropriate training activitiesd.. Referral to State Office of Vocational Rehabilitation for
training or placement in employment, if appropriate
The training categories are not followed in a routine order, but are
pursued in the order that the patient feels secure in learning them. Two
categories may be followed during the same time period, however, this would
be dependent upon the patient's physical and/or mental capacity.
16
Individual Resocialization
Tools, adaptive to the blind, are beneficial to the newly admitted
patient, who usually has need for some resocialization training. V/hether
the patient is suited for "rehabilitation or habilitation," he has the
opportunity to use the talking books for entertainment and as one of the
means of learning to live with other people in spite of his blindness. Often
those patients who have a tendency to be withdrawn are stimulated to con¬
verse with others like themselves and later with other people,^
Attendance at crafts sessions is not compulsory, but patients are urged
to attend so that their motor skills might be increased. The articles which
they make of wood, leather, straw, cloth and plastic may be sold for money;
however, it is not the objective of the crafts classes to teach the individual
to make saleable articles. The crafts sessions also have the purpose of help¬
ing the patient to derive some satisfaction from his own creativity which
would add to his ego development. Having derived some satisfaction from this
activity, the patient often acquires enough motivation to participate in
some of the other activities which would require the patient to have enough
confidence to con^jete with others at the risk of his ego. Later, he might
also attempt to do more difficult assignments.
The resocialization program is geared toward rehabilitating medical
and neuropsychiatric blind patients. In addition, the program is effective
in helping them adjust to long-term hospitalization including a process to
help the blind patient in developing a better understanding of his illness
and his handicap,
^Interview with Alfred D. Brooks, op, cit.
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The importance of personal hygiene is emphasized during the entire
period of training. Instruction is available on shaving, dressing, groom¬
ing of the hair, and on how to arrange personal articles in closets and
drawers. It is felt that the patient has acquired the essential skills to
enter vocational training when locomotion and communication ability have
been restored, and the patient shows the capacity to interact with indi¬
viduals and social groups.
Ifeny of the patients are not interested in training as preparation
for employment because of age, or the limitations imposed upon them by
other physical or mental handicaps. This being the case, the Center offers
miscellaneous activities for helping blind patients to acquire personal and
social habits which would enhance his social adjustment when they have been
discharged. It was foimd that the patient who is not feasible for voca¬
tional rehabilitation is often interested in learning hobbies or in develop¬
ing an appreciation of other ways of spending his leisure time. Attempt is
nBde to expose the blind to challenging activities. The activity is selected
for the patient after some evaluation has been made of the individual «s
ability to accomplish whatever problem is involved in the activity, and con¬
sideration has been given to the individual's expressed interest. Of all
problems encountered in the rehabilitation process, it was felt that the
most difficult problem is concerned with helping the blind to accept their
blindness.
The hardest problem is teaching the blind how to be blind, yet
function adequately without use of their impaired organ. It would
be much easier, perhaps, to teach an amputee to substitute a
crutch for a leg. For even though the loss of any part of the
body is traumatizing, the loss of one's eyesight is even more
traumatizing because it means that the individual has lost use
of the sense which he foritBrly used to direct the movement and
activity of his whole body.^
Since about eighty-five per cent of oiu* learning is acquired
through vision, we soon begin to regard sight as the basis
of experience and understanding, even of reasoning* In short,
vision seems to us fundamental to enjoyment of lifej to judg¬
ing and controlling the environmentj to a happy productive
experience. This impression is not entirely true, since oiu*
other senses contribute as surely, though less obviously.
However, when vision is lost, partially or completely, the
individual finds himself more incapacitated than by the loss
of one of the other senses, and required to make greater
adjustments. Actually, it is the cultural attitude towa^ its
loss that makes the reorganization process so difficult.'^
Eqtiipment for Rehabilitation
Although many of the patients are taught braille for the first time
and learn the alphabet for the first time (geriatric patients, for the
most part), there are facilities available in the Center for blind persons
who show evidence of having average or above-average ability to use train¬
ing for vocational purposes as well. Pre-vocational training consists
of training in educational therapy, manual arts therapy, counseling, braille
reading and writing, typing, and instruction in using recording nachines.
These cotxrses are planned with some variation so that they may be appro¬
priately fitted into an individual plan of rehabilitation for different
patients. The age, intellectual and educational level, interests, and
level of personal and social adjustment determine the course of training
that would be recommended for each patient.
Some of the equipment used for rehabilitation includes the following
2.
Interview with Miles A. Glenn (Chief Instructor, Blind Center, Tuskegee
Veterans Administration Hospital, Tuskegee, Alabama, November 20, 1952).
2
Laura Jane Henrich, "Medical Social Vfork with Eye Patients," The New
Outlook for the Blind, L (February, 1957), P* 65.
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training media;
1. Braille magazines and periodicals
2. Talking books (entire contents of books recorded on tape)
3. Braille clocks and watches
U. Braille typewriters
5. Script guides (a flat, hollow, rectangular device which allows
one to write between two lines
6. Tape recorder




11. Long-canes for traveling
12. Athletic eqxiipment (bowling balls, etc.)
13. Crafts nflterial (leather, wood, plastic, clay, thread, etc.)
1I4.. Radios
15. Ifeps
16. Signature bar (similar to number 5)
17. Clark grille (also similar to number but has a series of line




21. Relief globe (used to indicate the location of places of current
news events)
22. Telephone
Help with special social problems, such as those related to family
situations was not regarded as being a definite part of the rehabilitation
process since the Center did not assume the nain responsibility of referring
blind patients for casework seirvices. However, it was expected that some of
the problems of the neuropsychiatric blind would be discovered during the
intake process provided for mental patients, and that both medical and mental
patients would be referred for casework services from the ward. The method
of referral was not felt to be a major problem, since it woiild not follow
that every blind patient would need help with resolving family problems, and
since they have access to the same means of referral as ary other patient in
the hospital. It was felt, though, that the newly-blind and their families
might need interpretation concerning blindness and its effect upon behavior.
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This service is not presently inclusive in the rehabilitation program, since
all activities are patient-centered.^
It is desirable that the blind remain socially active (if blindness is
acquired) or develop the capacity to become socially active (if blindness
is congenital), for in remaining socially active a sense of usefulness n&y
be acquired and maintained for the present and the future.
Normal living for a blind person includes doing all the things he
can that other people do, and having gratifying emotional experi¬
ences through participation in "whatever human endeavors he may
select.
As more and more blind people get out in clubs, in jobs, in every¬
day activities, the...blind are finding acceptance easier to win.
More people know of a blind professor or lainyer or business execu¬
tive or engineer or successful homemaker. They begin to suspect
that loss of sight means simply that—not loss of experience,
judgment, training and function.^
Only additional services were cited as what woTild be needed most to
make the present rehabilitation program more effective. These additional
services would include the following; (1) more psychiatrists, psychologists,
social workers, nurses, and therapists (physical, educational, and nanual
arts therapists) who had in addition to their professional training, either
training or experience in working with the blindj (2) more community
resources, especially for patients who come from remote areas; this would
provide preventive measures against the need of extensive rehabilitation
services, and insurance for the patient's sustained adjustment after dis¬
charge.
The following case is cited as an example of the rehabilitation process.
Interview with Mies A. Glenn, op. cit.
^Villiam L. Dauterman, op. cit.
5
Charles G. Ritter, Hobbies of the Blind Adult (New York, 1950), p. 52.
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inclusive of the standardized process of training the blind, and an example
of special training fitted to the individual's needs;
lir. H. was admitted to the hospital for treatment of gimshot womds
which had destroyed his visual perception in both eyes. He was
also suffering from emotional shock when seen by the admitting phy¬
sician. The patient was sent to a ward on the medical service, and
after a physical examination and symptonatic treatment, he was seen
by the hospital's ophthamologist. The eye specialist determined
that Mr. H. would not require surgical treatment.
The patient was referred to the Chief of Physical I«fedlcine and Reha¬
bilitation Service by the ward physician, and a tentative evaluation
was made of the patient's potential for rehabilitation training.
After an interview with Itr. H., the Chief of Physical Medicine and
Rehabilitation referred the patient to the Chief of Vocational
Counseling, requesting psychological and vocational testing. While
waiting for the psychological evaluation of the patient, the Chief
of PlEcR Service arranged a conference with the Chief Instructor of
the Blind Center so that together they might outline a tentative
program for the patient, which would help him to begin adjusting
to hospitalization and to his newly-acquired blindness.
With this program having been outlined, Mr. H. was assigned an
instructor from the Blind Center, who would begin the orientation
process by helping the patient to mderstand the principles
involved in using a long-cane for traveling, eating alone, dress¬
ing, and help him to begin some form of recreation that would not
be too taxing to his physical disability and mental stress. Mr. H.,
by his own decision, was helped to use braille cards, so that he
could participate in recreation sessions with the other patients
on the ward, who were sighted patients. He was also assisted in
preparing himself for training in the Center when he had adjusted
better to his physical condition.
The counselor had available the following information about the
patient when he began counseling the patient on the ward: patient
was a 37 year old World War II veteran;, who had been admitted to
the hospital as a result of severe damage to the optic neivrej he
was still suffering from emotional shockj he was depressed and
afraid to get out of bed. Patient had worked formerly as a brick¬
layer in his hometown vjhere he lived with his wife and two children,
2 and 11 years of age. He had two years of college training with
major subjects in business education. He stated that he could type
2g words per minute, and might be interested in a course for clerk-
typist after his anxiety lessens. The hospitalization period was
undetermined, but mi^t be expected to exceed one month. Psycho¬
logical evaluation of the patient was pending.
1&*. H. was seen one hour each morning by an instructor from the
Blind Center. For the first two weeks, he was helped to -under¬
stand what differences in activity he could expect as a result
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of blindness, and the function of the rehabilitation program in
helping him to resume his previous activities as much as possible
with some modification in ,his dependency upon certain sensory
organs. The theoretical aspects of traveling and braille read¬
ing were still interpreted. During these sessions, the patient
v/as also provided some perspective concerning the characteristics
of the patients in the Center with whom he would later spend a
large portion of his time.
The Vocational Counselor’s evaluation of the patient showed that
the patient was capable of pursuing either educational or indus¬
trial courses as pre-vocational training.
Mr. H. was receptive to the orientation sessions and showed con¬
tinuous progress which the doctor cited in a meeting of the Reha¬
bilitation Board. He had also noted that the patient talked more
to ward personnel and had made attempts to travel alone to the
bathroom. When seen by the Board for evaluation, Mr. H. expressed
the desire to "study typing" and asked for other assignments which
would take up some of his leisure time while he was hospitalized.
As are all newly-admitted patients, Ifr, H. was seen by the Con¬
tact Representative, who helped him to file claims for a disability
pension. The patient had left his family with no income and only
$300.00 in the bank. Finding that he was eligible for a monthly
pension of $66.15, he could feel more secure about his family’s
welfare.
Within three weeks, I^. H. had been assigned to the Blind Center
by the Chief of PI^ Service, and had begun learning braille
reading and writing and long-cane travel. Soon after he had
begun coming to the Center, Mr. H. was able to follow a weekly
schedule which consisted of several hours of study in the follow¬
ing areas: (l) braille reading? (2) braille writing; (3) long-
cane traveling; (if.) typing; (5) dark-room X-ray; (6) lessons on
using the telephone; (7) lessons on using the dictaphone; (S) tape
recording; and, (9) educational therapy.
After other medical examinations, it was learned that medical treat¬
ment could be expected to extend over another six-week period,
lilhen It, H. was seen again by the Board, they felt that the patient
had adjusted well to hospitalization and to his blindness. Plans
were, made to refer Mr. H. to the Statei Office of Vocational Reha¬
bilitation for more specialized business courses, after he had
received maximum hospital treatment. Within slightly more than
six weeks, Mr. H. was able to read and write braille enough to
read periodicals, etc., and to write his own letters. He coxxld
travel over the hospital grounds alone and to some points in
several of buildings. He had been dressing himself for two weeks,
and could eat alone, use an adding machine and the telephone.
Mr. H. had also been observed as he talked more freely with blind
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and sighted individuals. 7/ithin the next six-week period it
was expected that he would improve upon the knowledge and skill
he had acquired. However, he had learned what all of the
instructors had explained as being the most difficult lesson to
teach the newly-blind, "how to be blind."
CmPTER 17
CHARACTERISTICS OF THE PATIENTS
During the period of July 1, through January 1, 1959^ forty-
seven blind patients received instruction at the Blind Center at Tuskegee
Veterans Administration Hospital, Tuskegee, Alabama. Of this total
number, forty-five of the individuals were nexrropsychiatric patients,
whereas the other two were competent patients who liad been admitted
to the hospital for treatment of physical Illnesses. The latter were
also the only two patients who were discharged during the six-month
period of the study.
Thirty-seven of the patients studied were receiving treatment in
the hospital for more than one condition or illness, with the most
prevalent conditions being psychosis and arteriosclerotic heart dis¬
ease.
Fourteen of the patients had a history of syphilis, which was
related to at least one of their conditions, meningoencephalitis (inflam¬
mation of the brainj also inflammation of the membranes that envelop
the spinal cord, including the dura, pia, and arachnoid), which is the
medical term for a chronic disease of the brain which results from
antecedent syphilis.^
A large number of the patients, twenty-one, had either been con¬
tinuously hospitalized or had a history of recurrent hospitalizations
for the past ten years.
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Patients ranged from forty to seventy-nine years of agej most of them
■were over fifty-five and under seventy years of age, as the table indicates.
Most of the patients, t-wenty-aeven, had been living in the state of Alabama
at the time of their admission to the hospital. Other patients had been
living in Florida, Georgia, Kentucky, and Tennessee at the time of their
admission to the hospital, with each state ranking respectively in regard
to its number of patients in the study. Thirty-five of the patients listed
protestant church affiliation} twelve had no religious affiliation listed
on their hospi'fcal record. Fifteen records showed that the patient had not
listed a living relative when he had been admitted} seven records failed to
reveal the relationship of “the person to be notified in case of an emergency”
to the patient.
All forty-seven of the patients had been employed as unskilled laborers
before their hospi'talization, and all would be unable to return to gainful
employment because of the limitations posed by age and/or illness. All of
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the patients studied, except six, had been World War I veterans. None of
the patients were service-connected (had incTjrred their condition while per¬
forming military duty) for blindnessj however, ten patients were service-
connected for other conditions, and were receiving monetary benefits ranging
from $19.00 to $325,00 monthly. Forty members of the study population were
receiving monetary benefits of some kind; thirty-one of these were in the
form of pensions for the amount of $66.15 or $7^.75 monthly.
Characteristics of the population, such as age, and physical and men¬
tal illness, may have been a result of the following sitxiations: (1) the
nature in which patients gain admission to the Blind Centerj (2) the nature
of the hospital's mjor service to veterans; (3) the kind of knowledge that
was available on the treatment of certain diseases diiring and shortly after
World Y/ar I. Patients who are enrolled in the Blind Center's rehabilitation
program have been admitted to the hospital for treatment of conditions other
than blindnessj however, the hospital is largely a facility for neuropsychi¬
atric patients, with more than l,i).00 mental patients.^ The fact that "two-
fifths of the disabled are age 65 or over"^ mi^t also be significant in
explaining the age distribution of the patients studied.
The advance of medicine since 1912 (the close of World War l) suggests
that many of the chronic illnesses of the patients studied might have been
prevented, or at least lessened in degree, had medical science been more
advanced d-uring the first quarter of the twentieth century. Clinical
neurosyphilis can now be wholly prevented, provided that it is immediately
^"VA Hospital Small City," op. cit., p, 2A,
2
Commission on Chronic Illness, "Care of the Long-Term Patient," Chronic
Illness in the United States, II (Cambridge, l&ssachusetts, 1956), p. 7»
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diagnosed.^ The condition of blindness often predisposes an emotional
impediment; also, blindness often is the ctilraination of an illness that
began early in life. Especially is this true when the illness has been
present for many years.
...blindness may play a role of predisposing the appearance of an
organic brain syndrome in the elderly...by the loss of an impor¬
tant means of orientation of maintaining direct contact with the
environment...normal subjects, when deprived of all sensory stimu¬
lation, are prone to develop reversible psychotic-like states.
Thus, it would seem that the likelihood of overt senile disorders
of the blind is somewhat greater than among sighted people of
otherwise comparable health and situations.
When consideration is given to the fact that forty per cent of the
blind population in the United States are between the ages of fifty and
sixty-nine years of age, the age distribution of the study population is
less peculiar. This means that more than 126,000 of the approximately
316,000 blind in the United States are in the age range cited.^ The elderly
person is also likely to have diabetes, arthritis, or cardiovascular disease
which have high incidence among those over sixty-five years of age.^
Significant characteristics of the patients were advanced age, physical
illness, mental illness, low economic status, and few family ties. These
were factors which influenced the effectiveness of rehabilitation.
Joseph Earle Moore, The Diagnosis of Syphilis by the General Prac¬
titioner (Public Health Service Publication No. i426), U. S. Department of
Health, Education and Welfare, Washington, 1955 •
2
lh.yer Fisch, "Organic and Psychiatric Disorders of the Aged Blind,"
The New Outlook for the Blind, LII (ifeiy, I95S), p. I65.
^Ibid.
^Helen Lokshin, "Psychological Factors in Casework with Blind Older
Persons," The New Outlook for the Blind, LI (January, 1957), p. 1
CHAPTER V
THE ROLE OF 'IHE SOCIAL WORKER IN REHABILITATING THE BLIND
At Tuskegee Veterans Administration Hospital, referrals for casework
services to the blind enanate from the same sources as referrals of sighted
patients. These sources include the physician, nurse, social worker, con¬
tact representative, registrar, or from any department in the hospital.
Other Veterans Administration facilities and non-Veterans Administration
facilities, such as the American Red Cross, relatives, health agencies, or
the patient himself may refer the patient for casework services. All
patients admitted for tuberculosis or a mental condition are seen routinely
by a social worker during or shortly after admission. Through these methods
of referral, the caseworker is alerted to problems of blind patients, and
has the responsibility of rendering casework services when the need is indi¬
cated.
Considering that the purpose of rehabilitation is to enable the indi¬
vidual to function as nearly as possible as he would if he were a sighted
person, an examination of some of the services rendered to, blind patients
by Social Work Service may substantiate the premise that social work is
essential to the rehabilitation of blind individuals as well as sighted
individuals.
Ifr. W. had been blind for about five years as a result of optic
atrophy, associated with senility. The 69-year-old, World War I
veteran had been admitted to the hospital for treatment of papil¬
lary adenocarcinoma (cancer of the colon). Before the onset of
his blindness, he had v/orked as a fireman. The patient had been
separated from his wife since approximately a year after he became
blind.
1/Ir. W. Y;as referred for discharge planning as he was nearing maxi¬
mum hospital benefits. Since Mr, W. would still have to spend a
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large portion of his time in bed y;hen he returned home, and would
need assistance in getting around, the doctor was hopeful that
the caseworker could help Mr. ¥. to make plans for securing the
care he would need. lir. W. had lived alone and had been living
off of his $72.75 monthly pension, which he felt would not be
sufficient to pay for the personal service he would require.
With the aid of the caseworker, the patient, who had physical
disabilities in addition to blindness, was helped to obtain "Aid
and Attendance Benefits"^ so that he would be able to continue
receiving proper care after he left the hospital.
The caseworker VJas instrumental in helping the patient to utilize
available resources by interpreting to the doctor the patient’s needs
after discharge, which included financial aid and physical care.
Mr. T., a 79-ye3-r-old World War I veteran had been admitted to the
hospital for arteriosclerotic heart disease. He had a secondary
diagnosis of dementia praecox, paranoid. Patient was widowed,
confined to a wheel chair, and had been hospitalized for approxi¬
mately 12 years.
Having become discontent with living in the hospital, the senile
patient requested a leave of absence from the hospital. He had
no living relatives or friends to be notified in case of an emer¬
gency. Mr. Y. requested help with his problem from a social worker
on the ward, who, after collaboration with the doctor, and some
exploration, found that it was not feasible for the patient to
leave the hospital.
In this instance, the caseworker used supportive therapy and inter¬
pretation in enabling the patient to accept extended hospitalization.
Sometimes services are concrete as shown in the following exan^sle.
Mr. 2., a World War II veteran had been admitted to the
hospital for treatment of arteriosclerotic heart disease. Having
been Hind for three years as a result of glaucoma, the patient
was receiving $66.15 monthly for permanent and total disability.
Mr. 2. had been a bricklayer before his blindness. He was single,
lived alone, and had a history of recurrent hospitalizations for
This law covers veterans who are permanently and totally disabled and
in need of regular aid and attendance and who could return to their homes
or nursing homes if they would receive the $135 •^+5 monthly rate provided by
Public Law ll!4.9> S2nd Congress.
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cardiac failxire. He was referred to the caseworker for help
with understanding the necessity of following medical recommen¬
dations .
Contacts by the caseworker revealed that the patient was unable
to afford his recommended diet after paying for his washing, cook¬
ing, room rent, and board. This patient was also helped v/ith
obtaining Aid and Attendance Benefits, and was able to make a
good adjustment after discharge.
Casework services to the blind are similar to casework services to
other patients. In either case, the social worker would perform the fol¬
lowing major functions in providing casework services through collaboration
with physicians and other personnel bys
1. Identifying the social, economic, and emotional factors involved
in the patient's present situation which affect his ability to use medical
and/or psychiatric treatment, and other rehabilitation services.
2. Evaluating the factors which caused the problem, and sharing this
information with other disciplines that are helping with the patient's
treatment, in order that their services might also be facilitated by an
increased understanding of the patient's situation.
3. Assisting the patient and his family in handling problems in
attitudes, personal relationships, environmental conditions, financial
needs, recognizing and using resources, and with situations that adversely
affect treatment.
Participating in the joint study and planning of activities made by
the Ifedical Rehabilitation Boardj coordinating social casework services
with vocational rehabilitation services.^
The blind, and families of the blind, should receive psychological
:ssie D. Morgan, et al., op. cit
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guidance and emotional support in order to adjust to the limitations
imposed by the blind person's visual handicap. This kind of help would be
necessaiy in helping the blind person regain satisfactory experiences con¬
cerning social participation. The dependency caused by blindness often
evokes an adverse psychological response from the handicapped individual
which may constitute a shock to the personality structure. In such a case,
it would be necessary to give help toward enabling the person to re-evaluate
and restore his sense of self-worth by providing reassurance concerning his
values and feelings of dependency. The individual's lowered self-esteem
and feelings of dependency might show up as sadness, inertia, hostility,
increased anxiety or over-dependence. Blindness also tends to intensify
any personality weakness that may have been present before the handicap,^
Social work as one of the professions essential to rehabilitation of
the blind, has a specific and general role to play. Its specific function
includes the use of the worker's knowledge of behavior, family life, com¬
munity resources and how to use them, and of what is involved in an effec¬
tive team operation. As is inferred, the social worker would furnish much
of the integrative influence which is essential to a successful rehabili¬
tation program. Especially could the social worker be effective in facili¬
tating rehabilitation goals concerned with strengthening the ego and in
restoring self-confidence. This is especially necessary in regard to inter¬
preting the fallacy in stereotyped attitudes of the blind toward the sighted
world, and, conversely, the sighted world toward the blind. There are still
^H. Robert Blank, "Blind Spots in the Professional Worker About Blind¬
ness," The New Outlook for the Blind (l&y, 195^), P* 173J Leonard lfe.yo,
"Rehabilitation and Social Work," The New Outlook for the Blind (November,
1957), PP. 397-401.
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cultural patterns -which teach that "blind” has the same meaning as "beggar.”
Perhaps adjustment among the ne-mly-blind -would include helping him not to
see himself as he saw other blind people before the onset of his own blind¬
ness.
In any case, more effective casework service to the blind would require
the worker to be aware of personal attitudes to-ward -the blind, so that
mutual confidence and -unders-banding might be established within the relation¬
ship, thus enabling the blind patient to attain his full potentialities.
CHAPTER VI
Sra-mRY Al® CONCLUSIONS
The purpose of the study was to describe the rehabilitation program for
the blind at Tuskegee Veterans Administration Hospital, also to indicate the
role of the social worker in the rehabilitation program for the blind.
It was also expected that a study of a contemporary rehabilitation program
would indicate the following!
1. Does the program give consideration to the development of the
patient's physical, mental, social, vocational and economic welfare?
2. Is the rehabilitation process a standardized routine for each
blind patient?
5. What use is made of casework services in the rehabilitation program?
Authors Elledge, Gellman, Voorhees and Kessler, whose works were cited
in foregoing chapters, expressed the opinion in their writings that reha¬
bilitation of the blind, or of any handicapped individual, should mean cor¬
recting the handicap and all facets of the individual's situation which had
been affected by the handicap. They speculated though, that in nany instances,
rehabilitation amounts to standardized institutionalization of blind indi¬
viduals, a process which presents more frustration to the blind, since their
intrenched needs and capabilities were not considered in the training process.
Other authors Lokshin, Dauterman, and Blank, whose works were referred
to in previous chapters, felt that the blind needed casework services with
their personal and social problems just as sighted individuals. Since it
has only been recently that the social worker was recognized as a vital
member of the rehabilitation team, the rehabilitation program for the blind
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at Tuskegee Veterans Administration Hospital was studied in terms of the
kind of use that it made of the social worker.
The study revealed the following facts about the program that was
studied:
1. The rehabilitation program operates on the principle that every
patient can be helped by taking whatever he has, training it, or retraining
it to better his circumstances. This is accomplished through the services
of a psychologist, medical doctor, physical therapist, educational therapist,
corrective therapist, manual arts therapist, industrial arts therapist, and
instructors of the blind. Certain tools, adaptive to the blind, are also
instrumental in facilitating rehabilitation of blind patients.
2. Each patient follows a program designed to facilitate personal
adjustment, travel orientation, educational adjustment, and resocialization.
Certain courses such as braille reading and writing, typing, long-cane
traveling, and personal grooming are provided for all patients. Other
courses such as educational therapy, manual arts therapy, and industrial
arts therapy are provided for those patients whose interest and ability
indicate that such training is suitable for the patient.
3» The blind patient is evaltiated by the rehabilitation board in terms
of his needs, ability and interests. An evalxiation is made when he enters
the hospital, and at least monthly thereafter. The progress reports, made
on the basis of the instructors' observations of patients, are used to
evaluate each patient’s progress for as short a period as one week, or for
as long as periods of one year.
Ii-. Patients who are feasible for vocational training are referred to
state agencies for further training and placement in gainful employment when
their hospital treatment for some other medical or mental condition has been
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completed.
5. The social worker is not a constant member of the rehabilitation
team? however, casework services are available to the blind when they are
referred for services through the same means of referral as other patients
in the hospital.
6. Characteristics of the majority of the patients, such as age and
severe mental conditions limit the extent to which the program can make use
of its vocational training program for the blind.
7. Procedures for admission and discharge of each blind patient are
similar to those for other patients.
In accordance with'^ the purposes of the study, the following con¬
clusions were drawn;
1. The rehabilitation program gives consideration to the needs, inter
ests and ability of the total blind person and attempts to restore him to
his maximum usefulness socially, mentally, physically, vocationally, and
economically.
2. There is some standardization of the rehabilitation process, as
each patient is urged to make use of braille techniques and long-cane
traveling? however, it is felt that training in these areas is essential
to each blind patient who is faced with the problems of communication and
traveling, after his vision has been destroyed.
3. Iv&ximum use of casework services is not made by the program. This
however, is at least partly a result of hospital policy of referrals for
casework services, which is set up by a larger governing body. Central
Office, Washington, D. C. (see page 9).
In comparison with the concepts of a modern rehabilitation program
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for blind persons, set forth by Elledge, Voorhees, and Gellman, it is
the writer's opinion that the rehabilitation program for the blind at
Tuskegee Veterans Administration Hospital follows the trend of attempting
to restore the blind to their fullest economic, social, vocational, physi¬




name AGE SEX RACE
miTAL STATUS IHAT REUTIVE DOES VETERAN LIST AS PERSON TO
BE NOTIFIED IN CASE OF AN EIiEROTCY
IS VETER/iN SERVICE-COMECTED FOR BLINDNESS TiTOAT PER CENT
FOR MIAT AMUNT OF MONET DOES HE RECEIVE A PENSION
FOR ViHAT CONDITION FOR WHAT AMDUNT OF MONET
LENGTH OF THIS HOSPITALIZATION HAS VETERAN HAD OTHER HOS¬
PITALIZATIONS DURING THE PAST FIVE TEARS HOT MANT
HOiT MANT HOSPITALIZATIONS WERE FOR A MEDICAL CONDITION
HOW MANT OF THEM WERE FOR EMOTIONAL INSTABILITY
HOW LONG SINCE VETERAN WAS LAST EI.ffLOTSD
VJHAT 'WAS THE CLASSIFICATION OF HIS LAST JOB:
PROFESSIONAL SPECIFIC NAlE OF JOB
VOCATIONAL SPECIFIC NAIE OF JOB
COMMON UBOR SPECIFIC NALE OF JOB
OTHER CATEGORIES
FOR MiAT CONDITION IS VETERAN NOT HOSPITALIZED
ON WHAT WARD IS VETERAN HOUSED IS VETERAN KNOW TO SOCIAL WORK
SERVICE PRESENTLT WHAT SERVICE WAS REQUESTED IN THE REFERRAL
IS SERVICE imiEDTATB OR CONTINUED WAS VETERAN KNCf/N AT
ANOTHER TINE TO SOCIAL WORK SERVICE
WHAT SERVICES \^ERE REQUESTED BY mOM
mT CITY OR Taw HAS VETERAN RESTDED IN PREVIOUSLY
WHAT STATE LENGTH OF RESIDENCE THERE
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IS VETERAN'S BLINDNESS CONGENITAL
LENGTH OF MILITARY SERVICE HVHAT BRANCH OF SERVICE
IS VETERAN SERVICE-CONtlECTED FOR OTHER C01\IDITI0NS
mT PER CENT FOR 'ffiAT AffiUNT
LEVEL OF EDUCATION, IF KNOTflJ^
AREA OF mjCH STUDY, IF KNOW*
*Information about the length and area of concentrated study may or
may not be included in veteran's clinical record, according to whether or
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